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Abstract
Purpose While the number of forensic beds and the duration of psychiatric forensic psychiatric treatment have increased 
in several European Union (EU) states, this is not observed in others. Patient demographics, average lengths of stay and 
legal frameworks also differ substantially. The lack of basic epidemiological information on forensic patients and of shared 
indicators on forensic care within Europe is an obstacle to comparative research. The reasons for such variation are not well 
understood.
Methods Experts from seventeen EU states submitted data on forensic bed prevalence rates, gender distributions and average 
length of stay in forensic in-patient facilities. Average length of stay and bed prevalence rates were examined for associa-
tions with country-level variables including Gross Domestic Product (GDP), expenditure on healthcare, prison population, 
general psychiatric bed prevalence rates and democracy index scores.
Results The data demonstrated substantial differences between states. Average length of stay was approximately ten times 
greater in the Netherlands than Slovenia. In England and Wales, 18% of patients were female compared to 5% in Slovenia. 
There was a 17-fold difference in forensic bed rates per 100,000 between the Netherlands and Spain. Exploratory analyses 
suggested average length of stay was associated with GDP, expenditure on healthcare and democracy index scores.
Conclusion The data presented in this study represent the most recent overview of key epidemiological data in forensic 
services across seventeen EU states. However, systematically collected epidemiological data of good quality remain elusive 
in forensic psychiatry. States need to develop common definitions and recording practices and contribute to a publicly avail-
able database of such epidemiological indicators.
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Introduction
Care provided for mentally disordered offenders in the 
context of forensic psychiatric services varies substantially 
across European Union (EU) states [1, 2]. Epidemiological 
and service-level differences exist concerning the number 
of forensic beds, average length of stay, the availability of 
dedicated long-stay services, the proportion of male and 
female patients and the stratification of hospitals into dif-
ferent security levels [1, 3]. Differences are also observed 
regarding legal frameworks stipulating under what circum-
stances individuals are to be admitted into secure care and 
what this care may look like [2, 4].
The literature describes some of these differences. 
Chow and Priebe [3] have reported that in 2011 foren-
sic bed rates per 100,000 varied from approximately 1 
(Switzerland) to 12 beds (the Netherlands) per 100,000. A 
decade earlier in 2002 a similar gap was observed between 
Portugal with 2.2 and Sweden with 10.4 beds per 100,000 
[1]. Average lengths of stay differ between states. Data 
collected between 2013 and 2014 indicate that average 
length of stay varied from 4 years in Italy to 10 years in 
Belgium, England, the Netherlands and Serbia [2]. The 
proportion of male and female patients is also heteroge-
nous. Salize and Dreßing [1] report that in the Netherlands 
in the year 2000, 5.1% of patients were female; in Austria 
in 2001, this was 16.3%.
This variation in service provision is not unique to 
forensic services [5]. Becker and Kilian [6] highlight dif-
ferences across general mental health services in Europe. 
Recently, Sadeniemi et al. [7] described the differences in 
service provision between regions in Finland and Spain. 
They report ‘… 2.5 times more physicians, 4.5 times more 
psychologists, and 15.1 times more psychiatric nurses…’ 
in the former than in the latter. This is despite findings that 
the prevalence of mental illness in these two countries is 
approximately the same as it is for other European states 
[8]. Further, Dreßing and Salize [9] reported that rates of 
compulsory admission in a sample of European countries 
varied from 6 (Portugal) to 218 (Finland) per 100,000.
However, the reasons for these disparities are not well 
understood. Becker and Killian [6] propose that in general 
mental health settings heterogeneity in service provision is 
in part attributable to economic, political and sociocultural 
variation. They offer some possible explanations including 
differential access to labour markets, poor integration of 
general and mental health services and a lack of support 
for informal carers. Zinkler and Priebe [5] propose in rela-
tion to civil commitment rates that the values and beliefs 
of mental health professionals might be more important 
determinants than criteria stipulated in legislation. Con-
cerning rates of involuntary detention, a recent study also 
implicated a country’s GDP, expenditure on healthcare and 
rates of absolute poverty [8].
In forensic care, similar arguments are given. Differences 
in legal frameworks, changes to legislation, clinical and legal 
thresholds for involuntary admission, diagnostic practices, 
public attitudes, deinstitutionalization, reinstitutionalization, 
transinstitutionalization, resource allocation and macroeco-
nomic factors, increases in drug use, and the availability 
of professional training schemes in forensic mental health 
are given as possible reasons for differences between coun-
tries and within countries over time [1, 2, 10–12]. Dreßing 
and Salize [9] further highlight differences in data reporting 
practices across jurisdictions, and Zinkler and Priebe [5] that 
some observed differences might pertain to language and 
translation differences.
Chow et  al. [13] conducted a qualitative study into 
experts’ opinions on what drives changes in institutionalized 
mental health care. Respondents’ proposed that a philosophy 
of deinstitutionalization, limited financial resources, limi-
tations on the use of appropriate community services, and 
the prioritization of risk management have driven decreases 
in general psychiatric bed numbers and increases in foren-
sic beds over time. The authors proposed that differences 
between countries might also be due to factors external to 
the profession. They offer a culture of risk aversion in the 
UK, the Psychiatrie-Enquête in Germany, and the Basaglia 
Law in Italy as examples.
Aims and rationale
Much of the data described in the literature are outdated. 
Accordingly, what Salize and Dreßing [14] wrote 13 years 
ago still stands:
“…across Europe and all over the world there is a sur-
prising shortage of basic information and evidence on 
the quantity and quality of services available for men-
tally disordered or ill offenders, the frequency of cases 
in specialized forensic facilities or the effectiveness of 
provided care in the various countries” (p. 336).
Furthermore, the literature is ambiguous as to possible 
explanations for heterogeneity in service provision. Accord-
ingly, this paper aimed to update current knowledge on 
some key epidemiological indicators of forensic services 
in Europe. Experts from 17 countries were approached to 
gather data on total number of forensic cases, bed rates per 
100,000, gender and average length of stay. This paper also 
investigated to what extent these indicators were associated 
with broader social indicators offered as possible explana-
tions of the differences between countries as proposed in the 
literature. Specifically: GDP per capita (in current USD); 
percentage of GDP spent on health; prison population per 
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100,000; democracy index score; and general psychiatric 
bed rate per 100,000.
Materials and methodology
A research action on long-term forensic psychiatric care 
was launched in 2013 in the framework of the EU-funded 
COST action IS1302 “Towards an EU research framework 
on Forensic Psychiatric care”. Experts in forensic men-
tal health from nineteen EU countries participated in the 
COST action, which aimed to establish a basis for com-
parative evaluation, research on effective treatments and 
the development of ‘best practices’ in long-term forensic 
psychiatry in Europe. The present study was conducted 
between 2015 and 2017.
The study’s methodology was inspired by that of Salize 
and Dreßing [1]. A round table of COST action members 
was convened to discuss the structure of the questionnaire 
used in this study and generate a common definition of foren-
sic services/patients. All experts in the COST action agreed 
on the focus of the questionnaire and related definitions.
Data collection
The questionnaire comprised three parts: (1) preliminary 
information on forensic in-patients facilities provision and 
organization in the country; (2) number of forensic cases 
as in-patients in the country, psychiatric diagnosis, place-
ment by kind of facility and mean length of stay of these 
patients in the last year; (3) and population of the country 
in the reference year; and source and quality of provided 
data. Comments about specific national characteristics 
could be added to the questionnaire. All participants 
answered the first part of the questionnaire on forensic in-
patient facilities provision and organization in the country; 
these results are not shown here as the issue of service 
provision within forensic mental health inpatient services 
was the main object of a dedicated and published study 
in the framework of the same COST action and published 
elsewhere [2].
The questionnaire was completed by experts in forensic 
psychiatry participating in the COST action or who were 
closely associated with it. This network consisted of leading 
researchers and clinicians working in the field of forensic 
psychiatry. Each member had an interest in long-term care 
services and systems. Experts were only invited to partici-
pate if they had extensive experience working in secure set-
tings and were familiar with the policies and services in 
their country. Experts were approached through professional 
networks, including the Forensic Section of the European 
Psychiatric Association (EPA), and the Long-Term Forensic 
Psychiatric Care Special Interest Group of the International 
Association of Forensic Mental Health Services (IAFMHS).
These questionnaires were returned to the authors of the 
questionnaire who cross-checked and harmonized data as 
far as possible. The sources used for the following varia-
bles: GDP per capita (in current USD); percentage of GDP 
spent on health; prison population per 100,000; democracy 
index score; and general psychiatric bed rates per 100,000 
are described in Table 3.
Data analysis
Epidemiological data are presented graphically. Associa-
tions between average length of stay and forensic bed prev-
alence rates, and wider social variables were investigated 
with Spearman’s RHO. SPSS version 24 was used [15]. 
Bootstrapping with 1000 samples was conducted given the 
small sample size [16]. Reported 95% confidence intervals 
are bootstrapped. Significance levels were set to p < 0.05.
Definitions
Mentally disordered offenders whose mental disorder was 
related to their crime have diminished or absent criminal 
responsibility, and were placed in forensic facilities as in-
patients were the population of interest. As the concept of 
criminal responsibility is not universally applicable and the 
admission criteria to forensic services differ widely among 
states, it was agreed that remanded (pre-trial) or sentenced 
prisoners transferred to a forensic hospital/unit and patients 
detained for treatment for a mental disorder under civil 
mental health law in forensic/secure hospitals should also 
be included in the survey. All experts contributed to this 
common definition of forensic psychiatric inpatient, length 
of stay and long-stay forensic psychiatric patients while a 
subgroup of researchers developed a written questionnaire 
which was reviewed and approved by all the participants to 
the action (Supplementary material).
Results
Data were collected from the following 17 countries: Bel-
gium, Germany, Latvia, Italy, Ireland, Poland, Portugal, The 
Netherlands, England & Wales, Scotland, Slovenia, Spain, 
Finland, France, Croatia, Macedonia and Lithuania. Data 
refer to 2013, the most recent year in which more complete 
information was available at the time of the survey. Where 
responses were not completed by a participating country, 
these countries are not presented in the analysis.
The annual number of in-patient cases in forensic psychi-
atric care across the various countries is a most basic epide-
miological indicator. Table 1 shows data provided by experts 
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that have used to calculate this rate. Most of the population 
statistics are census data collected at the end of 2013.
Participating experts provided a subjective assessment of 
the quality of the data provided. This is shown in Table 2.
Figure 1 displays the forensic in-patient prevalence rate 
per 100,000 across participating EU member states for the 
year 2013. The data clearly demonstrate a wide variation 
in the prevalence of forensic beds. The Netherlands has the 
Table 1  Total number of 
forensic cases as in-patients 
in 2013 across countries 
participating in the survey
Notes: Germany: point prevalence, end of the year. Data source: State Ministries of Health. Baden-Würt-
temberg and Bavaria not included
Latvia: point prevalence, end of the year. Data source: Statistical Office of Riga Centre of Psychiatry and 
Narcology
Italy: point prevalence, 01/06/2013. Data source: National survey, Italian Institute of Health
Ireland: point prevalence, 09/09/2013. Data source: Patient Register
Poland: point prevalence, end of the year. Data source: Institute of Psychiatry and Neurology in Warsaw 
Department of Health Care Organization
Portugal: point prevalence, end of the year. Data source: Portuguese Ministry of Justice
Netherlands: number of beds. Notes—TBS: 1858 patients; other forensic in-patient care: 1577; 581 beds/
cells for prisoners in specialized prison wards/centre for prison mental health care. Number of beds in 
TBS-facilities may serve as an estimate for point prevalence. Data source: Pompe Foundation
England & Wales: point-prevalence, end of the year. Data source: NHS England
Scotland: point-prevalence, 26/11/2013. Data Source: Forensic Network Census
Slovenia: point-prevalence, 01/01/2014. Data Source: Patient Register
Spain: point-prevalence, end of the year. Data source: Menisterio del Interior, Spanish Government; Justice 
Department, Generalitat de Catalunya
Finland: point-prevalence, end of the year. Statistics limited to Helsinki University Hospital
Croatia: point-prevalence, end of the year. Data Source: University Department of Forensic Sciences, Uni-
versity of Split from 2 main psychiatric institutions hosting 80% of the whole forensic in-patient population
Macedonia: point prevalence, 01/01/2013. Data source: patient registers
Lithuania: point prevalence, referred to 31/12/2013, accessed on 31/12/2015. Data source: archival data of 
discharged patients
a Subnational data. Belgium: point prevalence, end of the year. Data source: service public fédéral Santé 
SPF Santé: Coordination fédérale en santé mentale. Service Public Fédéral Justice. Direction Générale 
administration pénitentiaire, Service Psycho-social Prison
Country Number of forensic psychiatric in patients Population in 2013 (from 
National Statistical Offices)
Belgium 1,939 11,099,554
Germanya 5,752a (Baden-Württemberg and Bavaria not 
included)
57,531,941 (Baden-Würt-
temberg and Bavaria not 
included)
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highest number (23.9) and Spain the lowest (1.4), suggest-
ing a 17-fold difference.
Figure 2 illustrates the proportion of male and female 
patients across participating states. Female patients are a 
clear minority in all forensic services. The state with the 
fewest female patients is Slovenia (5%) and the most is 
England and Wales (18%), with over three times the female 
population.
Figure  3 depicts the mean length of stay for foren-
sic patients across the 12 states for which data were sent. 
There is a bipolar distribution. Seven states exhibit mean 
scores under 3.5 years with the remaining states averaging 
over 7 years. Slovenia’s mean length of stay (1.04 years) is 
approximately one-tenth that of the Netherlands (10 years).
There were no significant correlations between forensic 
bed rates per 100,000 and any of the social context variables. 
Average length of stay in years correlated significantly with 
GDP per capita (rho = 0.74, p = 0.006), percentage of GDP 
spent on healthcare (rho = 0.81, p = 0.002), and democracy 
index scores (rho = 0.70, p = 0.001). However, the interpre-
tation of these results must be cautious given wide boot-
strapped 95% confidence intervals and small sample. These 
results are depicted in Table 3.
Table 2  Expert respondents’ assessment of data quality


















Fig. 1  Forensic in-patient 
prevalence rate per 100,000 year 
2013
Notes.  
Netherlands: Numbers of beds. Prevalence for TBS is 11,1.  
Latvia: Riga district only  
Finland: subnational data, underestimated rate of unknown extent  
Germany:  Baden-Württemberg and Bavaria not included 
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Discussion
This study collected data on key epidemiological indicators 
of forensic mental health services in 17 EU member states. 
Experts in forensic psychiatry from these states completed a 
questionnaire and rated the quality of available data on these 
indicators. Data were not available for all indicators across 
all states; this posed a challenge when comparing countries. 
However, the results suggest that there continues to be wide 
variation in forensic service provision. Average length of 
stay was approximately ten times greater in the Netherlands 
than Slovenia. In England and Wales, 18% of patients were 
female compared to 5% in Slovenia. There was a 17-fold 
difference in bed rates per 100,000 between the Netherlands 
and Spain. Experts assessed the quality of available data 
from ‘poor’ to ‘good’.
The literature has suggested that variation in the provision 
of forensic services might be associated with legal, cultural 
and economic factors [1, 3, 13]. A suitably powered statisti-
cal model with longitudinal data was beyond the scope of the 
present paper. However, very exploratory correlations with 
bootstrapping indicated that there were positive relationships 
between average length of stay and the wider social vari-
ables: GDP per capita, percentage of GDP spent on health-
care and democracy index scores.
Little can be confidently extracted from these associations 
given the small sample size (N = 12) but other literature has 
demonstrated similar results. For example, countries with a 
higher GDP and that spent more of this on healthcare had a 
longer average length of stay. This might reflect the propo-
sition of Salize and Dreßing [1] who argued that there was 
a difference in service provision between countries in the 
Northern and Southern Europe. An inspection of Fig. 3 sup-
ports this.
A recent study explored differences in mental health ser-
vice provision between Finland (Northern Europe) and Spain 
(Southern Europe) [7]. The authors reported a large differ-
ence in residential service use, with Finnish users engaging 
these services more often. This difference they attributed in 
part to familial structures and cultural differences, including 
the higher number of individuals living alone in Finland and 
the bonding and caring functions families were more likely 
to provide in Spain.
A second study found small associations between invol-
untary hospitalization rates and GDP per capita purchasing 
power parity and health-care spending per capita in mental 
health services across 24 countries [8]. These authors also 
found small associations with rates of foreign-born individu-
als in the population, total psychiatric bed numbers and abso-
lute poverty. However, the absence of a significant associa-




























Fig. 2  Gender of persons in forensic care as inpatients, year 2013
Fig. 3  Mean length of stay for 
forensic in-patients (in years)
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obfuscates the applicability of these findings to data in this 
project.
Further research is needed to explore the relationship 
between democracy scores and average length of stay. In the 
present study, GDP per capita correlated almost perfectly with 
the democracy index score variable (rho = 0.97, p < 0.001). 
See supplementary materials. It is not possible to meaning-
fully disentangle the association between democracy scores 
and average length of stay from the limited data in our study. 
Criminological literature suggests there is a strong correlation 
between higher trust and perceived legitimacy in governments, 
the amount spent on social welfare nationally, and incarcera-
tion rates [17]. Assessing the relationships between length 
of stay, forensic bed rates and these indicators may also be 
informative.
The present study and wider literature reveal variations 
in both service provision and the availability and quality of 
basic epidemiological data across countries [14]. Given the 
increase in forensic bed rates in recent years [3, 10, 11] and 
recent literature projecting an increase in the use of mental 
health services globally due to the social, ecological and eco-
nomic consequences of the climate crisis [18–20], the need for 
systematically collected and published data with harmonized 
reporting standards across forensic services grows ever more 
important.
Future research
Future research should adopt similar methods to Chow 
and Priebe [3]. These should combine data on key epide-
miological indicators since 1990 across all countries for 
which there exists relevant and useable data. Appropriate 
measures of wider social context variables such as prison 
populations, GDP per capita, percentage of GDP spent 
of healthcare, democracy scores, attitudes towards men-
tal illness and criminal justice, rates of absolute poverty, 
rates of employment and indicators on the structure of 
families should be collected. Analyses of variance between 
groups on relevant legal variables should be conducted. 
For instance, do key epidemiological variables differ sig-
nificantly in states that (1) provide secure care for civil 
and forensic patients from those that provide care only 
for forensic patients, (2) offer forensic out-patient care 
and those that do not, or (3) those that offer specialized 
forensic mental health training/educational programmes 
and those that do not. A table describing these and simi-
lar distinctions as given in Salize and Dressing [14]: 232 
would be a healthy starting point for these analyses.
Another key question from this study is how can coun-
tries best learn from each other to share best practices 
Table 3  Spearman’s RHO correlations between average length of stay, forensic bed rates per 100,000 and wider social variables
Spearman’s RHO; N = 12; *p > 0.05; **p > 0.01; 95% CI results based on 1000 bootstrap samples
LoS length of stay
a Source: The World Bank Data Bank. GDP per capita in current USD. Accessed August 2019. Data for the year 2013. Single figure for England 
and Wales and Scotland representing United Kingdom
b Source: The World Bank Data Bank. Current Health Expenditure (% of GDP). Accessed September 2019. Data for the year 2013. Single figure 
for England and Wales and Scotland representing United Kingdom. Figure for Croatia from 2011, source: World Bank (2013). "World Develop-
ment Indicators 2013." Washington, D.C.: World Bank
c Source: The Economist Intelligence Unit (2014). Democracy index 2013: Democracy in limbo. Data for the year 2013. Single figure for Eng-
land and Wales and Scotland representing United Kingdom
d Source: EUROSTAT Prison capacity and number of persons held. Figures per 100,000. Data for the year 2013. Figure for North Macedonia 
from 2012, source: Aebi, M.F. & Delgrande, N. (2014). SPACE I: Council of Europe Annual Penal Statistics: Prison populations. Survey 2012. 
Strasbourg: Council of Europe
e Source: WHO European Health Information Gateway. Data for the year 2013. Figures per 100,000. Definitions of beds found: https ://gatew 
ay.euro.who.int/en/indic ators /hfa_488-5070-psych iatri c-hospi tal-beds-per-100-000/. Figure for Netherlands from 2011, source: OECD Health 
Statistics 2013. Figure for Netherlands includes social care sector beds that might not be counted as psychiatric beds in other countries
GDPa % GDP on  healthcareb Democracy  indexc Prison  populationd General psychi-
atric bed  ratese
Forensic bed rates
LoS 00.736** 0.806** 0.697* − 0.266 0.035 0.424
95% CI 0.278, 0.937 0.416, 0.964 0.112, 0.949 − 0.926, 0.484 − 0.750, 0.673 − 0.292, 0.864
Forensic bed rates 0.049 0.175 0.162 0.088 0.572 0.424
95% CI − 0.671, 0.745 − 0.552, 0.760 − 0.584, 0.769 − 0.627, 0.761 − 0.089, 0.927 − 0.292, 0.864
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despite such diversity in service provision? International 
conferences play a role here, but more focused efforts are 
needed. Several groups of European experts have formed 
to tackle this, including the COST Action for which this 
project was conducted. A second is the Ghent Group. 
This group meets to discuss cross-border efforts to pro-
mote training, education and professional development 
for forensic psychiatrists [21]. Comparative studies into 
aspects of forensic services have great utility in identify-
ing what works well and what does not; these can pro-
vide ‘roadmaps’ for coalescing around best practices. Two 
examples of this compare multi-agency working [22], and 
offender–patient pathways [23] in several jurisdictions. 
Finally, research should evaluate the potential for suprana-
tional trainee programmes for practitioners across Europe 
accredited by bodies like the European Psychiatric Asso-
ciation, the European Federation of Psychiatric Trainees, 
or the European Union of Medical Specialists [21].
Limitations
A limitation of this study is the small sample size. This 
renders measures of association as exploratory. Participat-
ing experts’ ratings of data quality ranged from ‘poor’ to 
‘good’ suggesting that all conclusions drawn must be viewed 
critically. Not all data used to measure wider social context 
variables were taken from the same year or source. Italy 
has closed forensic psychiatric hospitals and converted to 
fully residential services in 2017 with a 40% reduction in 
the number of patients compared to the numbers included 
in our analysis [24]. In Latvia and Finland, forensic epi-
demiological data were taken from specific districts only. 
In Germany, data are missing for Baden-Württemberg and 
Bavaria. However, the wider social context variables were 
nationally reported, which further emphasizes the explora-
tory nature of the investigated associations and highlights 
the need for more complete data. Although forensic epide-
miological data for Scotland and England and Wales were 
collected separately, several of the wider social context vari-
ables were reported on a U.K. level (see Table 3). Despite 
these limitations, the data presented in this study represent 
the most recent overview of key epidemiological data in 
forensic services across 17 EU states.
Conclusion
The present study found substantial differences on key foren-
sic psychiatric epidemiological indicators between 17 EU 
member states. Reasons put forward for differences in mental 
health provision in the literature include broad social, politi-
cal and economic differences. More specific explanations 
offered include a country’s GDP and the percentage of this 
spent on healthcare, the relationship between that of prison 
places and psychiatric beds, cultures of risk containment, 
familial and community support structures, levels of abso-
lute poverty and legal frameworks directing involuntary and 
forensic treatment. Further research is needed to add clarity 
to the reasons for and consequences of this variation. Coun-
tries need to develop common definitions and recording 
practices and contribute to a publicly available database of 
such epidemiological indicators to further this research pro-
gramme. This is a precondition for equity in forensic mental 
health services across Europe.
Acknowledgements Open Access funding provided by Projekt DEAL. 
We thank Alice Maraschini for assistance with the statistical analysis. 
Experts include Thierry Pham, Rüdiger Müller-Isberner, Maris Taube, 
Gianfranco Rivellini, Valeria Calevro, Raffaello Liardo, Michele Pen-
nino, Inga Markiewicz, Fernando Barbosa, Erik Bulten, Lindsay 
Thomson, Miran Pustoslemšek, Jose Manuel Arroyo, Allan Seppänen, 
Florence Thibaut, Dragica Kozaric-Kovacic, Tija Zarkovic Palijan, Sil-
vana Markovska-Simoska, Marija Raleva, Aldona Šileikaitė, Arunas 
Germanavicius, and Ilona Čėsnienė.
Funding This project was supported financially by the COST ACTION 
[IS1302] Long-Term Forensic Psychiatric Care.
Conflict of interest The authors declare that they have no conflict of 
interest.
Statement on ethics The manuscript does not contain clinical studies 
or patient data. Participants agreed to consent in the project by vir-
tue of their participation in designing the questionnaire and returning 
responses. All data were already available in each country. The study 
was performed in accordance with the ethical standards laid down in 
the 1964 Declaration of Helsinki.
Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://creat iveco mmons .org/licen ses/by/4.0/.
References
 1. Salize HJ, Dreßing H (2005) Placement and treatment of mentally 
ill offenders – legislation and practice in EU Member States. Pabst 
Scientific Publishers, Lengerich Berlin Bremen Miami Riga Vier-
nheim Wien Zagreb
 2. Sampson S, Edworthy R, Völlm B, Bulten E (2016) Long-term 
forensic mental health services: an exploratory comparison of 
117Social Psychiatry and Psychiatric Epidemiology (2021) 56:109–117 
1 3
18 European countries. Int J Forensic Ment Health. https ://doi.
org/10.1080/14999 013.2016.12214 84
 3. Chow WS, Priebe S (2016) How has the extent of institutional 
mental healthcare changed in Western Europe? Analysis of data 
since 1990. BMJ Open 6:10188. https ://doi.org/10.1136/bmjop 
en-2015
 4. Gunn J, Mevis P (2018) Adversarial versus inquisitorial systems 
of trial and investigation in criminal procedure. In: Forensic 
psychiatry psychol. Eur. Springer, Cham, pp 3–17. https ://doi.
org/10.1007/978-3-319-74664 -7_1
 5. Zinkler M, Priebe S (2002) Detention of the mentally ill in 
Europe—a review. Acta Psychiatr Scand 106:3–8. https ://doi.org
/10.1034/j.1600-0447.2002.02268 .x
 6. Becker T, Kilian R (2006) Psychiatric services for people with 
severe mental illness across western Europe: what can be gen-
eralized from current knowledge about differences in provision, 
costs and outcomes of mental health care? Acta Psychiatr Scand 
113:9–16. https ://doi.org/10.1111/j.1600-0447.2005.00711 .x
 7. Sadeniemi M, Almeda N, Salinas-Pérez JA, Gutiérrez-Colosía 
MR, García-Alonso C, Ala-Nikkola T et al (2018) A compari-
son of mental health care systems in NORTHERN and Southern 
Europe: a service mapping study. Int J Environ Res Public Health 
15:1133. https ://doi.org/10.3390/ijerp h1506 1133
 8. Sheridan Rains L, Zenina T, Dias MC, Jones R, Jeffreys S, Bran-
thonne-Foster S et al (2019) Variations in patterns of involuntary 
hospitalisation and in legal frameworks: an international compara-
tive study. Lancet Psychiatry 6:403–417. https ://doi.org/10.1016/
S2215 -0366(19)30090 -2
 9. Dressing H, Salize HJ (2004) Compulsory admission of mentally 
ill patients in European Union Member States. Soc Psychiatry 
Psychiatr Epidemiol 39:797–803. https ://doi.org/10.1007/s0012 
7-004-0814-9
 10. Jansman-Hart EM, Seto MC, Crocker AG, Nicholls TL, Côté G 
(2011) International trends in demand for forensic mental health 
services. Int J Forensic Ment Health 10:326–336. https ://doi.
org/10.1080/14999 013.2011.62559 1
 11. Hodgins S, Müller-Isberner R, Allaire J-F (2006) Attempting to 
understand the increase in the numbers of forensic beds in Europe: 
a multi-site study of patients in forensic and general psychiat-
ric services. Int J Forensic Ment Health 5:173–184. https ://doi.
org/10.1080/14999 013.2006.10471 241
 12. Priebe S, Frottier P, Gaddini A, Kilian R, Lauber C, Martinez-Leal 
R et al (2008) Mental health care institutions in nine European 
countries, 2002 to 2006. Psychiatr Serv 59:570–573. https ://doi.
org/10.1176/appi.ps.59.5.57010 .1176/ps.2008.59.5.570
 13. Chow WS, Ajaz A, Priebe S (2019) What drives changes in 
institutionalised mental health care? A qualitative study of the 
perspectives of professional experts. Soc Psychiatry Psychiatr Epi-
demiol 54:737–744. https ://doi.org/10.1007/s0012 7-018-1634-7
 14. Salize HJ, Dressing H (2007) Admission of mentally disordered 
offenders to specialized forensic care in fifteen European Union 
member states. Soc Psychiatry Psychiatr Epidemiol 42:336–342. 
https ://doi.org/10.1007/s0012 7-007-0159-2
 15. IBM Corp (2016) IBM SPSS Statistics for Windows, Version 
24.0. IBM Corp, Armonk
 16. Field A (2009) Discovering statistics using SPSS. In: Discov. Stat. 
using SPSS, 2009, pp 166–81. https ://doi.org/10.1234/12345 678
 17. Snacken S (2010) Resisting punitiveness in Europe? Theor Crimi-
nol 14:273–292. https ://doi.org/10.1177/13624 80610 37016 5
 18. Maughan DL, Berry HL (2015) Mind games: standing by while 
the world ignores climate change. BJPsych Int 12:29–30. https ://
doi.org/10.1192/S2056 47400 00002 22
 19. Maughan D, Berry H, Davison P (2014) What psychiatrists should 
know about environmental sustainability and what they should be 
doing about it. Int Psychiatry 11:27–30. https ://doi.org/10.1192/
S1749 36760 00043 06
 20. Joint Commission Panel for Mental Health, Centre for Sustain-
able Healthcare (2015) Guidance for commissioners of financially, 
environmentally, and socially sustainable mental health services—
Joint Commissioning Panel for Mental Health Service
 21. Hermans M, Thibaut F (2018) A (possible) role for international 
associations in the development of forensic psychiatry educa-
tion and training. In: Forensic psychiatry psychol. Eur., Springer, 
Cham, pp 279–92. https ://doi.org/10.1007/978-3-319-74664 -7_18
 22. Thomson L, Goethals K, Nitschke J, Nedopil N (2018) Multi-
agency working. In: Forensic psychiatry psychol. Eur., Springer, 
Berlin, pp 143–53. https ://doi.org/10.1007/978-3-319-74664 -7_9
 23. Hillier B, Lambourne C, Taylor P (2018) Mapping offender-
patient pathways. In: Forensic psychiatry psychol. Eur. Springer, 
Cham, pp 91–112. https ://doi.org/10.1007/978-3-319-74664 -7_6
 24. Di Lorito C, Castelletti L, Lega I, Gualco B, Scarpa F, Vӧllm 
B (2017) The closing of forensic psychiatric hospitals in Italy: 
determinants, current status and future perspectives. A scoping 
review. Int J Law Psychiatry 55:54–63. https ://doi.org/10.1016/j.
ijlp.2017.10.004
Social Psychiatry & Psychiatric Epidemiology is a copyright of Springer, 2021. All Rights
Reserved.
